Background Accurate childhood cancer burden data are crucial for resource planning and health policy prioritisation. Model-based estimates are necessary because cancer surveillance data are scarce or non-existent in many countries. Although global incidence and mortality estimates are available, there are no previous analyses of the global burden of childhood cancer represented in disability-adjusted life-years (DALYs).
Introduction
Children with cancer who live in high-income countries (HICs) have good outcomes, with approximately 80% surviving 5 years after their diagnosis. 1, 2 However, more than 90% of children at risk of developing childhood cancer each year live in low-income and middle-income countries (LMICs). [3] [4] [5] Considered by many as one of the major advances of modern science, the improvement in outcomes in children with cancer seen in HICs over the past several decades has not translated to most LMICs, where existing data suggest that far fewer children survive. 6 An accurate appraisal of childhood cancer incidence and outcomes is non-existent in many LMICs, due in part to a lack of the cancer registry and vital registration systems necessary to record and report these data. 5, 7 Childhood cancers are often fatal without appropriate and timely diagnosis and treatment and, by contrast with adult cancers, there are no evidencebased population screening programmes or lifestyle risk-reduction strategies that are effective in improving outcomes. 8, 9 As a result, increasing survival will require considerable planning by policy makers to ensure adequate resource allocation and health system function. Information on the burden of childhood cancer is crucial to informing these efforts and thus, model-based estimates are necessary to determine cancer burden in settings without data until cancer data coverage improves.
The Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) 2017 provides estimates for 359 diseases and injuries, including cancers, and is therefore uniquely positioned to fill the gap in health planning data as countries work to expand their cancer surveillance systems. 10 Additionally, standard GBD outcomes include estimates of disability-adjusted lifeyears (DALYs), a useful composite metric that accounts for both the mortality and morbidity of a disease. 11 DALYs allow for cross-disease and cross-geography comparisons that contextualise disease burden. So far, however, no dedicated GBD analysis of childhood cancer burden has been done. Previous research describing childhood cancer burden internationally has focused on traditional metrics of cancer burden, including incidence, mortality, and survival. 6, 7, 12 We aimed to report the global burden of childhood cancer in 2017 using DALY estimates from GBD 2017, an approach that adds a new perspective to the assessment of childhood cancer burden than has been presented in previous analyses.
Methods

Overview
The GBD study was created to establish comprehensive and comparable global health metrics. Estimates of incidence, prevalence, mortality, years of life lost (YLLs), years lived with disability (YLDs), and DALYs are generated for each disease and injury, with each metric reported by year, location, age group, and sex. 13 Each successive GBD iteration supersedes the results of previous GBD rounds for the entire newly estimated time series. GBD 2017 is compliant with the Guidelines for Accurate and Transparent Health Estimates Reporting (appendix p 4).
14 Data sources used in GBD 2017 are available online.
Estimation of cancer burden
The GBD cancer estimation process focuses first on the estimation of cancer mortality (see appendix pp 7-8 for flow diagrams of the GBD 2017 cancer estimation process). Cancer mortality data sources include vital registration systems, cancer registration systems, and verbal autopsy data (a map of the site-years of childhood cancer data available in GBD 2017 is available on appendix p 10). Cancer registries are active in some locations that do not have reliable cancer mortality data, and many cancer registries only report incidence. Thus, mortality-to-incidence ratios (MIRs) were used to transform cancer registry incidence data to mortality estimates, maximising data availability in locations with scarce mortality information. MIRs for all age, sex, location, and year combinations were modelled using a spatiotemporal Gaussian process regression with incidence data from cancer registries and mortality data from cancer registries or high-quality vital registration systems. In brief, spatiotemporal Gaussian process regression has three steps: logit random effects models, spatiotemporal smoothing, and Gaussian process regression (appendix p 13; see also the supplementary materials for reference 15) . 15 The mortality estimates derived with this approach were pooled with the directly obtained mortality data from vital registration systems and verbal autopsies, and used in cancer-specific Cause of Death Ensemble models (CODEm), which are necessary because mortality data do not exist for every age, sex, location, and year combination estimated by GBD 2017. 16 The CODEm approach uses all available
Research in context
Evidence before this study Previous work to describe childhood cancer burden globally has focused on conventional metrics of cancer burden, such as incidence, mortality, and survival, either in a subset of countries (eg, the third volume of the International Incidence of Childhood Cancer and CONCORD-3) or globally (eg, GLOBOCAN 2018). We searched PubMed for English-language research articles describing the global burden of childhood cancer published between Jan 1, 2010, and Sept 30, 2018, using the terms "pediatric or childhood or child" and "cancer or neoplasm or tumor or malignancy or oncology" and "global or international or worldwide or world" and "burden or metrics or incidence or mortality or prevalence or survival" but did not find additional applicable work. While providing valuable information, no previous publications incorporated morbidity or provided disability-adjusted life-years (DALYs), a metric that allows policy makers to directly compare the lifelong implications of childhood cancer burden against other diseases for priority setting.
Added value of this study
To our knowledge, we report for the first time the global and regional estimates of childhood cancer burden using 
Implications of all the available evidence
By presenting the global burden of childhood cancer in DALYs, we identified that childhood cancer results in a substantial disease burden despite a relatively low absolute number of incident cases and deaths. This burden is particularly notable in resource-limited settings, where the ability to directly compare the burden of various diseases through DALYs is particularly relevant for policy makers, who must consider a myriad of health priorities in addition to childhood cancers and can use these data to make evidence-based resource allocation and cancer-control planning decisions. As countries implement, monitor, and evaluate capacity-building programmes as part of the WHO Global Initiative for Childhood Cancer, refining the methodology of childhood cancer burden estimation in future GBD iterations will be crucial to identify high-impact interventions and provide the most useful information for cancer control efforts by governments, stakeholders, and the global health community.
For more on GBD 2017 data sources see http://ghdx. healthdata.org/gbd-2017 mortality data even if data quality varies, tests individual as well as ensemble models, and is capable of selecting the optimal model or set of models on the basis of the out-of-sample predictive validity. Each CODEm used covariates and age group restrictions specific to each cancer type (appendix pp [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] . Cause-specific mortality estimates were subsequently scaled to independently modelled all-cause mortality. 17, 18 The mortality estimates for each cancer type were divided by the corresponding MIR to obtain incidence estimates. 10-year prevalence was modelled using estimated survival based on the MIR. Total prevalence was divided into sequelae (phases of cancer treatment) to estimate the cancer type-specific YLDs (appendix p 34). Two sequelae were estimated for cohorts that survive 10 years after diagnosis: (1) diagnosis or treatment and (2) remission, after which disability risk is returned to that of the general population. Four sequelae were estimated for cohorts that do not survive 10 years after diagnosis: (1) diagnosis or treatment, (2) remission, (3) metastatic or disseminated, and (4) terminal phases. To generate YLD estimates, each sequela prevalence was multiplied by a sequelae-specific disability weight, representing the magnitude of health loss associated with a specific health outcome, measured on a scale from 0 (full health) to 1 (equivalent to death; appendix p 39). 19 YLLs were estimated by multiplying the difference between a standard life expectancy at the age of death and the estimated number of deaths at that age. 17 The YLD and YLL estimates were summed to provide Absolute incidence, mortality, YLLs, YLDs, and DALYs represent the total childhood cancer (0-19 years, both sexes combined) values, rounded to the nearest hundred. Rates are reported per 100 000 person-years. SDI categories do not sum to precisely the global total because GBD does not provide separate estimates for all locations globally and an adjustment factor is made between all estimated locations, which each have a corresponding estimated SDI value for 2017, and the global aggregate. Causes refer to overall childhood cancer unless a specific cancer type is stated. DALYs=disability-adjusted life-years. SDI=Socio-demographic Index. UI=uncertainty interval. YLDs=years of life lived with disability. YLLs=years of life lost. *Included leukaemias not otherwise specified, chronic lymphocytic leukaemias, and chronic myeloid leukaemias. †Cancers with less than 1000 total deaths globally in 2017. ‡Cancers without a detailed GBD cause. DALY estimates. 13 More detailed descriptions of the methods for disease burden estimation can be found in the appendix for this paper and in the GBD 2017 capstone publications. 13, [17] [18] [19] 
Definitions
The childhood age group in this analysis encompasses children and adolescents, defined as ages 0-19 years. The 0-14-year age range is used to define paediatrics in some countries and global health organisations, and data for subsets of this age range are available online using the GBD Compare Tool and the GBD Results Tool. All cancers as defined in the 10th revision of the International Classification of Diseases, chapter II (neoplasms), are included in the GBD cancer estimation process (appendix p 10). Only malignant neoplasms were included in this analysis; non-melanoma skin cancers were excluded. In this analysis, we restructured the cancer diagnostic categories to depict the most relevant childhood cancer information, categorising any cancer with less than 1000 global deaths annually as other rare cancers, and any cancer without a specific GBD cause as uncategorised cancers. All rates in this paper are reported per 100 000 person-years, with the GBD 2017 world standard population used for calculation of age-standardised rates. 17 See the appendix for definitions of GBD world superregions (p 54) and GBD world regions (p 60).
GBD 2017 produced estimates at global, regional, national, and select subnational levels; 13 this analysis focuses on the global and regional estimates. Country and subnational estimates are available online using the GBD Compare and GBD Results tools. Results are presented by Socio-demographic Index (SDI) quintile in a subset of tables and figures given the usefulness of SDI as a summary measure of where countries are on the development spectrum (appendix p 47). SDI is a composite measure of income per capita, total fertility rate under 25 years of age, and average educational attainment, and has been shown to correlate well with health outcomes.
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Uncertainty analysis
Final point estimates are reported with 95% uncertainty intervals (UIs). The UIs were calculated as the 2·5th and 97·5th percentile of the distribution of 1000 draws at each step in the cancer estimation process, with the uncertainty propagated through each step (UI estimation is described in further detail in the appendix p 39).
Role of the funding source
The funders of this research had no role in the design of the GBD cancer estimation process, collection or analysis of data, interpretation of results, or in the writing of this manuscript. The corresponding author had full access to all data used in this study and had final responsibility for the decision to submit for publication.
Results
Childhood cancer resulted in 11·5 million (95% UI 10·6-12·3) DALYs globally in 2017, of which 97·3% (97·3-97·3) came from YLLs and 2·7% (2·7-2·7) came from YLDs (table) . A substantial portion of the global burden of childhood cancer exists in low, low-middle, and middle SDI countries (82·2% [82·1-82·2] of the global childhood cancer total DALYs; table), countries that are concentrated in Asia, Africa, and Central and South America ( figure 1A ). This geographical pattern of cancer burden distribution is noticeably different from that observed in adults (figure 1B), with only 50·3% (50·3-50·3) of the global adult cancer absolute DALY burden affecting low, low-middle, and middle SDI countries (appendix p 66).
Of the childhood cancer age groups, the 0-4-year age group had the greatest contribution to global childhood cancer DALYs (4·3 million [95% UI 3·8-4·7], or 37·0% [36·9-37·0] of the global 0-19 year childhood cancer absolute DALY burden; figure 2). Across all childhood cancer age groups, a consistently higher proportion of total DALYs was made up by YLLs (96·8% [96·8-96·8] to 98·1% [98·1-98·1] of the total age group-specific DALYs) than by YLDs (1·9% [1·9-1·9] to 3·2% [3·2-3·2] of the total age group-specific DALYs; appendix p 68). Leukaemias constituted the highest proportion of categorised childhood cancer DALY burden globally, followed by brain and nervous system cancers, with 34·1% (34·0-34·1) of all childhood cancer DALYs globally attributable to leukaemias and 18·1% (18·1-18·1) attributable to brain and nervous system cancers. These two cancer types contributed to the greatest proportional categorised DALY burden globally in all childhood age groups, except for adolescents (15-19 years) . In adolescents, other rare cancers, which include cancers such as those of the testes, ovaries, and thyroid, contributed the second highest proportional DALY burden categorised (19·5% [19·4-19·5] ). There was a substantial proportion of uncategorised cancers, those neoplasms without a specific cancer type noted in the current GBD data structure, throughout the childhood and adolescent age range, representing 26·5% When assessed by GBD world region (figure 3), there was substantial variability in the absolute and proportional DALY burden of childhood cancers by cancer type. Estimates of the proportion of childhood cancer DALYs comprised by leukaemias and brain and nervous system cancers, the most common childhood cancer types in many high-resource settings, both varied by up to 2·7 times between world regions. The greatest proportional burden of leukaemias was in Andean Latin America (49·4% [95% UI 49·1-49·7] of all childhood cancers) and central Latin America (48·7% [48·6-48·9] of all childhood cancers), whereas the greatest absolute burden rested in south Asia (954 000 [805 000-1 119 000] DALYs) and east Asia (695 000 [580 000-763 000] DALYs). Non-Hodgkin lymphomas, which include subtypes such as Burkitt's lymphomas that are not separately estimated in the GBD study, varied by approximately three times between world regions, with the greatest proportional childhood cancer DALY burden in eastern sub-Saharan Africa (16·5% [16·5-16·6] of all childhood cancers) and western sub-Saharan Africa (16·1% [16·0-16·1] of all childhood cancers). The pro portion of childhood cancers that were uncategorised was prominent in all world regions, but disproportionately high in regions within sub-Saharan Africa (eg, 42·0% [41·9-42·1] in western sub-Saharan Africa).
Rankings of the relative burden of childhood cancers are shown in figure 4 , expressed in absolute DALYs by SDI quintile, GBD super-region, and the 50 most populous countries for children in 2017. The intercategory rankings show that the low-middle SDI quintile had the greatest DALY burden for the majority of childhood cancer types, and the low SDI quintile had the most childhood cancer types that ranked second in DALY burden. Although four of the five countries with the highest childhood cancer DALYs were in the GBD superregions (1) south Asia and (2) southeast Asia, east Asia, and Oceania, sub-Saharan Africa had the greatest DALY burden for more childhood cancer types than any other super-region. The intra-category rankings highlight that for most countries, GBD super-regions, and SDI settings, uncategorised cancers had the highest estimated DALY burden of all the childhood cancer types.
Focusing on the representation of childhood cancer burden in terms of DALYs is not meant to devalue the importance of more standard cancer burden metrics. The absolute incidence and mortality values and agestandardised rates for childhood cancers globally in 2017 are presented in the table, and the relationship between country-level age-standardised childhood cancer incidence or mortality rates and SDI are shown in figure 5 . With increasing SDI, age-standardised childhood cancer incidence rates generally increased, and age-standardised childhood cancer mortality rates decreased (figure 5).
Although the absolute incidence and mortality attributed to childhood cancers numbered in the hundreds of thousands globally, the burden as represented by YLLs and DALYs was substantially greater, in the millions globally (table) . Compared with cancers of adulthood (figure 6A), childhood cancers collectively ranked first in terms of DALY contribution in low and low-middle SDI countries, higher than the DALY burden attributable to any single adult cancer type. In higher SDI settings, the burden and ranking of individual adult cancers increased, and the ranking of childhood cancer DALYs congruently decreased. Globally, childhood cancer DALY=disability-adjusted life-year. *Cancers without a detailed GBD cause. †Cancers with less than 1000 total deaths globally in 2017. ‡Included leukaemias not otherwise specified, chronic lymphocytic leukaemias, and chronic myeloid leukaemias. ranked sixth in terms of DALY burden, with a DALY burden lower only than the burden attributable to cancers of the lung, liver, stomach, colon, and breast. This ranking pattern was different when childhood cancers were compared with other diseases of childhood (figure 6B), in which the highest childhood cancer DALY burden ranking was in high-middle and middle SDI settings-countries that generally have transitioning development status-rather than the lowest SDI settings.
Childhood cancer type
Compared with other diseases of childhood, childhood cancer ranked ninth globally in terms of DALY burden, lower than the global burden of lower respiratory infections, diarrhoeal diseases, malaria, and HIV or AIDS, but higher than the global burden of measles, typhoid, and tuberculosis.
Discussion
To our knowledge, this paper is the first analysis to quantify the global burden of childhood cancer using DALYs. A standard global health metric routinely applied in health policy decision making, DALYs provide a more comprehensive, lifelong perspective to quantifying See the appendix for definitions of GBD world super-regions (p 54) and regions (p 60). DALY=disability-adjusted life-year. GBD=Global Burden of Diseases, Injuries, and Risk Factors Study. *Cancers without a detailed GBD cause. †Cancers with less than 1000 total deaths globally in 2017. ‡Included leukaemias not otherwise specified, chronic lymphocytic leukaemias, and chronic myeloid leukaemias.
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As expected, lower SDI settings were noted to have the highest age-standardised overall childhood cancer mortality rates. However, the association between childhood cancer incidence rates and SDI represented in figure 5A is unexpected, given that there are few established environmental risk factors for the majority of childhood cancers and current evidence suggests that pathological germline cancer predisposition mutations affect less than 10% of the childhood cancer population. 8, 20 The cause of the trend between incidence and SDI is unknown but probably multifactorial. Although there is heterogeneity in environmental exposures between world regions and much to learn regarding potential genetic variability between populations, these factors alone are unlikely to explain the estimated variation in childhood cancer incidence by SDI. Limitations in access to health care and diagnostic capacity for children with cancer have been suggested to contribute to artificially low case ascertainment in resource-limited settings. 21 Missed diagnoses caused by poor access to health facilities, misdiagnoses as non-oncological diseases, and underregistration due to overburdened cancer registration systems all probably contribute to this phenomenon. The GBD 2017 results highlight that improving the accuracy of global childhood cancer burden assessment will require not only expanding the quantity and quality of populationbased cancer registration systems, but also increasing access to health care with the capacity to identify children with cancer regardless of where they live.
Treatment of childhood cancer in LMIC settings has been shown to be very cost-effective according to WHOChoosing Interventions that are Cost-Effective criteria, but because of finite resources and competing health priorities in many LMIC settings, an accurate appraisal of childhood cancer disease burden using comparable metrics is essential for health policy decision making. 22, 23 As low SDI countries develop, the burden of infectious diseases tends to decline and thus the relative burden of non-communicable diseases, including cancers, tends to rise-a phenomenon known as epidemiological transition. The use of DALYs provides a unique ability to contextualise the burden of childhood cancers in comparison with general diseases of childhood, and we found that childhood cancer ranks among the top five causes of DALY burden in middle and high-middle SDI settings, with a lower ranking on either end of the SDI spectrum, particularly in low SDI settings. This pattern is consistent with the epidemiological transition, with the highest childhood cancer burden relative to the burden of general diseases of childhood occurring in countries transitioning from lower to higher development status.
A different DALY pattern was observed when childhood cancers were compared with individual adult cancersa suitable comparison for guidance of resource allo cation The association between SDI and childhood cancer age-standardised incidence rate (A) and mortality rate (B), 2017 Both panels represent estimates for both sexes combined. Each colour represents one of the seven GBD super-regions (red represents southeast Asia, east Asia, and Oceania; blue represents central Europe, eastern Europe, and central Asia; green represents high-income; purple represents Latin America and the Caribbean; orange represents North Africa and the Middle East; yellow represents south Asia; and grey represents sub-Saharan Africa). GBD region point estimates are median overall childhood cancer incidence or mortality rates due to inter-region variability. Lighter-coloured point estimates without labels in the legend represent countries. Country estimates are mean overall childhood cancer incidence or mortality rates. The black lines represent locally weighted smoothing based on country-level data, and the grey lines represent locally weighted smoothing of country-level 95% uncertainty intervals. See the appendix for definitions of GBD world super-regions (p 54) and regions (p 60). GBD=Global Burden of Diseases, Injuries, and Risk Factors Study. SDI=Socio-demographic Index. with high and middle SDI status, and is probably due in part to the older population structure in higher SDI settings, as well as to lifestyle risk factors that are more prevalent in higher-resourced settings. 24 This variation in the epidemiological patterns of cancer burden distribution in children and adults supports the view that the mechanisms of addressing cancer burden in adults, which focus on risk-reduction strategies and screening interventions, are not as relevant in the paediatric and adolescent age groups at this time. Childhood cancers generally progress rapidly, are not amenable to screening, and are fatal without swift diagnosis and treatment. 8 Thus, improving childhood cancer outcomes will require well functioning health systems capable of early diagnosis and effective treatment.
Addressing the global burden of childhood cancer has gained greater relevance during the past 2 years since the World Health Assembly Cancer Resolution in May, 2017, and the WHO Global Initiative for Childhood Cancer announced during the High Level Meeting on non-communicable diseases at the UN General Assembly in September, 2018.
25, 26 The World Health Assembly Cancer Resolution requested resourcestratified guidance for the development of cancer-control programmes, specifically calling for children and adolescents to be included in the design of these programmes. The WHO Global Initiative for Childhood Cancer is the first programme designed to address this resolution with a focus on childhood cancer and aims to increase the overall survival for six key childhood cancers (acute lymphoblastic leukaemia, Burkitt's lymphoma, Hodgkin lymphoma, low-grade glioma, retinoblastoma, and Wilms tumour) to 60% globally by 2030 through integration of childhood cancer into national cancer control policies and capacity-building interventions including the development of national centres of excellence and regional satellites. 5 As initiatives such as these recommend countries develop and implement paediatric-specific cancer control plans over the next decade, country-specific and region-specific variations in disease burden and identification of high-yield opportunities for improvement in outcomes will be essential. In particular, evaluating the progress made in childhood cancer survival as part of the WHO Global Initiative for Childhood Cancer will be imperative to its success. The GBD study provides valuable estimates of childhood cancer epidemiology in areas where direct disease burden data are scarce or non-existent, provides the most comprehensive and contextualised global burden estimates to date through the use of DALYs, and is updated annually. Moreover, the GBD framework is already monitoring progress of the health-related UN Sustainable Development Goals. 27, 28 As the WHO Global Initiative for Childhood Cancer will develop indicators similar in structure to those used for tracking of Sustainable Development Goal targets, the GBD study provides an ideal platform for monitoring global progress in childhood cancer by quantifying changes in burden and tracking proposed indicators over time.
The deeper analyses of the GBD cancer estimation process described here highlight opportunities to improve the currently applied methodology with regard to childhood cancers in particular. Inclusion of data from paediatric-specific cancer registries would add key existing information for childhood cancer incidence not currently included in the GBD data sources. 7 However, additional data sources alone will not resolve key structural limitations in the existing GBD approach. The present anatomical site-based system of reporting cancer types functions well for adult cancers, which are primarily carcinomas, but leaves 26·5% of childhood cancer DALYs globally with a label of uncategorised cancers. Morphology is crucial to appropriate diagnosis and treatment of childhood cancers, and thus the current GBD classification system inadequately communicates the burden of childhood cancers and represents a missed opportunity for actionable burden estimates. Using the International Classification of Childhood Cancer system as a framework for reporting childhood cancers would decrease the notable proportion that are uncategorised and should be prioritised in future GBD iterations. 29 A separate limitation in the reporting is that although GBD 2017 provided estimates for benign tumour burden in aggregate, it did not specify the portion attributable to CNS tumours. Thus, the estimates reported here do not include these tumours, which are important contributors to childhood cancer morbidity and include one of the six indicator cancers (low-grade gliomas) proposed by the WHO Global Initiative for Childhood Cancer. 25 Furthermore, the current GBD approach to modelling the treatment and survivorship phases of childhood cancer care might lead to a systematic underestimation of YLDs and DALYs. First, the estimation of YLDs relies on data for prevalence sequelae duration from HICs. However, superimposing HIC data in this manner might not accurately represent the duration of disability seen in LMICs. This consideration is important because children in LMIC settings tend to present to care later in their disease course, potentially leading to different distributions of cancer stage at diagnosis than are observed in HICs. 3 Addressing this issue was not historically possible because of a paucity of childhood cancer staging information in population-based cancer registries. 30 If the recently published Toronto guidelines providing concrete staging recom mendations are adopted by registries in the coming years, however, opportunities to use staging data to improve the estimation of YLDs might be possible in the near future. 30 Second, the current GBD estimation of YLDs assumes that all children receive and complete treatment. Unfortunately, many children with cancer in LMIC settings have notable risk of therapy abandon ment. 31 Although global data on childhood cancer abandonment are limited, creating a method to account for the proportion of children who abandon therapy upfront is imperative given that untreated childhood cancer is generally fatal. Finally, the current GBD models do not incorporate the well established increased lifelong risk of multimorbidity and early death observed in childhood cancer survivors compared with the general population. [32] [33] [34] The existing modelling of disability in childhood cancer survivors is limited to 10 years after cancer diagnosis, with children surviving past 10 years presumed to have the same risk of morbidity and mortality as the general population. Substantial data have shown this assumption to be inaccurate, and incorporation of survivorship cohort data would improve the GBD estimation of childhood cancer survivor burden. 33, 34 These limitations suggest that the GBD 2017 estimates probably underestimate the DALYs associated with childhood cancer. Addressing these limitations in future GBD iterations would improve childhood cancer burden estimates and provide a better evidence base for policy, financial, and clinical decision making. Opportunities to improve on the current GBD methodology are both feasible and necessary to provide the most useful information to global health stakeholders interested in reducing disparities in global childhood cancer outcomes.
In summary, this analysis of the global burden of childhood cancer produced by the GBD 2017 study demonstrates substantial DALY burden, even when compared with cancers in adults and general diseases of childhood. Childhood cancer DALYs disproportionately affect countries with the fewest resources, underscoring the need for effective strategies to address the burden in these settings. These findings provide a global childhood cancer burden baseline from which to evaluate future progress and highlight that childhood cancer has a role in prioritisation frameworks that address global oncology and global child health.
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